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Abstract The informal settlements of the Global South
are the least prepared for the pandemic of COVID-19
since basic needs such as water, toilets, sewers, drain-
age, waste collection, and secure and adequate housing
are already in short supply or non-existent. Further,
space constraints, violence, and overcrowding in slums
make physical distancing and self-quarantine impracti-
cal, and the rapid spread of an infection highly likely.
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Residents of informal settlements are also economically
vulnerable during any COVID-19 responses. Any re-
sponses to COVID-19 that do not recognize these real-
ities will further jeopardize the survival of large seg-
ments of the urban population globally. Most top-down
strategies to arrest an infectious disease will likely ig-
nore the often-robust social groups and knowledge that
already exist in many slums. Here, we offer a set of
practice and policy suggestions that aim to (1) dampen
the spread of COVID-19 based on the latest available
science, (2) improve the likelihood of medical care for
the urban poor whether or not they get infected, and (3)
provide economic, social, and physical improvements
and protections to the urban poor, including migrants,
slum communities, and their residents, that can improve
their long-term well-being. Immediate measures to pro-
tect residents of urban informal settlements, the home-
less, those living in precarious settlements, and the
entire population from COVID-19 include the follow-
ing: (1) institute informal settlements/slum emergency
planning committees in every urban informal settle-
ment; (2) apply an immediate moratorium on evictions;
(3) provide an immediate guarantee of payments to the
poor; (4) immediately train and deploy community
health workers; (5) immediately meet Sphere
Humanitarian standards for water, sanitation, and hy-
giene; (6) provide immediate food assistance; (7) devel-
op and implement a solid waste collection strategy; and
(8) implement immediately a plan for mobility and
health care. Lessons have been learned from earlier
pandemics such as HIV and epidemics such as Ebola.
They can be applied here. At the same time, the oppor-
tunity exists for public health, public administration,
international aid, NGOs, and community groups to in-
novate beyond disaster response and move toward long-
term plans.
Keywords Slums . Informal settlements . Equity .
Coronavirus . Community health . Global health
Introduction
The COVID-19 pandemic has expanded to the Global
South. The epidemiology highlights the challenges for
containment, mitigation, and control in low-resourced
settings and suggests that the most vulnerable groups,
particularly those living in informal habitats and depend-
ing on informal livelihoods in the Global South, demand
attention. As detailed elsewhere [1], transmission of the
virus is by direct contact and droplet spread with cough
and sneeze. The most infectious period appears to be
when a person is symptomatic, but data point to trans-
mission that can occur before onset of symptoms [2]. A
study has shown that the virus is detectable for some time
on surfaces, aerosols, and stool [3], but the focus on
reducing transmission has been promoting physical dis-
tancing between people, vigorous hand washing with
clean water and soap, not touching one’s face after touch-
ing potentially contaminated surfaces and before hand
washing, self-isolation for those with symptoms, and
self-quarantine for 14 days after an exposure. On the
economic front, recommendations such as working from
home have become the default function for workers all
over the world. Following these guidelines has been a
challenge in the Global North. As the pandemic expands
to the Global South, the challenges are greater. The
purpose here is to provide a focus on a highly vulnerable
population—residents of urban and peri-urban informal
settlements. There are conditions to recognize and roles to
play among the various actors working in this space,
namely, country and local governments, bilateral and
multi-lateral agencies, foundations, community-based or-
ganizations (CBOs), and non-governmental organiza-
tions (NGOs).
The close to one billion people that are estimated to
live in urban slums or informal settlements are highly
susceptible to COVID-19 infection since basic needs
such as water, toilets, sewers, drainage, waste collection,
and secure and adequate housing are already in short
supply or non-existent [4–7]. Further, space constraints,
violence, and overcrowding in slums and tenements
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make physical distancing and self-quarantine impracti-
cal, and the rapid spread of an infection highly likely [8]
[9] [10] [11]. Pre-existing comorbidities likely increase
COVID-19 vulnerability. Residents of informal settle-
ments are also economically vulnerable during any
COVID-19 responses, since most urban poor living in
slums are informal workers, meaning theymust show up
to earn daily wages, and this daily income is used for
subsistence [12]. Any responses to COVID-19 that do
not recognize these realities will further jeopardize the
survival of large segments of the urban population
globally.
An equitable approach to arresting the COVID-19
pandemic must change standard ways of treating the
urban poor, create more participatory governance, im-
prove the delivery of essential services including health
care, and invest new resources to ensure urban informal
settlements benefit in the long term [13]. However,
governments have already begun to impose draconian
quarantine and physical distancing measures for the
urban poor without also ensuring that those residing in
urban slums canmeet their everyday needs, such as food
and clean water [14]. Racism, xenophobia, and stigma
against the poor, migrants, and lower classes have also
increased during the COVID-19 pandemic [15]. Global
COVID-19 responses should coordinate strategies to
ensure that large percentages of the urban populations
in low-income countries no longer have to live in ex-
treme poverty [16].
Most top-down strategies to arrest an infectious dis-
ease will likely ignore the often-robust social groups and
knowledge that already exist in many slums. Here, we
offer a set of practice and policy suggestions that aim to
(1) help stop the spread of COVID-19 based on the
latest available science, (2) improve the likelihood of
medical care for the urban poor whether or not they get
infected, and (3) provide economic, social, and physical
improvements and protections to the urban poor, includ-
ing migrants, slum communities, and their residents,
that can improve their long-term well-being [17]. We
hope these suggestions can not only respond to the
urgent needs of this pandemic and prevent millions of
deaths but also offer a more humane and equitable
approach to improving the living conditions of the urban
poor around the world [18].
A key starting point for these recommendations is a
recognition that residents of informal settlements are
human beings, not just a percent of the population or
cases, and all coronavirus responses must prioritize
human dignity and not unfairly burden already vulner-
able populations and communities. Second, we begin
with an emphasis on information transparency and in-
cluding communities of slum dwellers directly in deci-
sion-making, especially those that may already be vul-
nerable to infection, such as older people, persons with
disabilities, and other regularly excluded subgroups.
Third, preventing the spread of coronavirus should not
come at the expense of slum dwellers’ existing needs,
from housing to water and sanitation to primary health
care to employment and political recognition. Fourth, all
slums we know about and work with have assets, even
among the widespread deprivation, that can be utilized
to share information, prevent exposure, and support
over-all well-being. Fifth, investing in the health and
well-being of the urban poor and residents of slums first
will ultimately prevent disease reservoirs that would
eventually spillover into the general population. So,
we call on governments to prioritize the humanity, dig-
nity, and assets of residents of urban slums and their
communities; to engage with residents, migrants, and
the urban poor more generally to find ways to improve
their well-being; and to co-create solutions between
residents of urban informal settlements and medical,
public health, and other experts.
We also recognize that urban slums are the sources of
substantial economic activity in cities and countries,
such as through micro-enterprises and informal labor
[19, 20], and any response to COVID-19 should balance
economic well-being and epidemic mitigation. Those
living in urban informal settlements often rely on robust
social connections to survive, such as to identify day
labor, to get food using credit from a street vendor, or to
find trustworthy child care providers, just to name a few
[ 21]. Schools, service providers, and faith-based orga-
nizations in urban informal settlements, as well as tradi-
tional leaders, CBOs, and NGOs are also crucial insti-
tutions that must be engaged and supported during a
coordinated COVID-19 response. Thus, we offer the
following measures for all local and national govern-
ments to integrate into their COVID-19 responses.
Immediate measures to protect residents of urban
informal settlements, the homeless, those living in pre-
carious settlements, and the entire population from
COVID-19:
(1) Create informal settlements/slum emergency plan-
ning committees in every urban informal settle-
ment. These committees must be networked across
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a settlement (since large slums have hundreds of
thousands of residents and smaller villages or dis-
tricts within them), across entire metropolitan re-
gions and across all cities in a country.
Governments should avoid top-down directives
forced upon residents of informal settlements. A
key lesson from the Ebola outbreak in the slums of
Monrovia, Liberia, was that mistrust between the
poor and medical and public health professionals
contributed to misinformation and treatment de-
lays; less appreciated was that slum residents had
innovative ideas about how to improve hygiene
and well-being [22]. Those already living on the
streets and in slums likely have a legitimate mis-
trust and fear of government and outsiders
claiming to help, since these institutions can be
perceived as oppressive and interested in stymying
political opposition [23, 24]. There are existing
models of intra-slum settlement, inter-city, and
global networks of mobilized slum dwellers that
can coordinate COVID-19 response teams, such as
those developed by Shack Dwellers International
(SDI) [25]. Of course, there can be many NGOs
working in urban slums, the homeless urban poor
may not be easily reached or organized, and not all
NGOs may prioritize the interests of or directly
support the local people. There are likely some
pre-existing organized community groups, as well
as NGOs skilled in disaster prevention and re-
sponse [26], public health, preventing gender-
based and ethnic violence, and with mobilizing
hard-to-reach populations such as youth gang
members [27], and all these should be identified
early in this process [28–30]. The experts from SDI
and similar organizers of the urban poor can help
ensure the diverse cultures, religions, and ethnici-
ties that often exist side by side in urban slums, as
well as any conflicts that may be present, are
acknowledged as place-specific plans for disease
prevention, potential isolation, and physical dis-
tancing. Community-led committees must also be
empowered to lead on the public health and disease
messaging, including avoiding xenophobic and
racist falsities [31], and help decide the appropriate
use of technologies in communication to those
who may be illiterate or have minimal health or
science education [32, 33].
(2) Immediate moratorium on evictions [34].
Displacement, eviction, and homelessness are
adverse determinants of health and can contribute
to susceptibility of infection [35–37]. Forced evic-
tions, sometimes in the name of hygiene and dis-
persing dense slum populations to avoid commu-
nicable disease spread, have regularly contributed
to greater spread of disease among both the
displaced populations and the general population
[38, 39]. Displacing residents of urban slums can
not only contribute to transmission and acquisition
of infections but can have long-term physical and
mental health impacts, especially for women and
children [40, 41]. Many residents of urban slums
are regularly traveling, as they seek work, food,
services, and connect back to their families in rural
villages and towns [42, 43]. Physical distancing
measures, if implemented, must consider the dy-
namic nature of slum populations, the crowded
living conditions, and the dependencies of care
and resources for those living outside the city.
Governments should also immediately identify land
within 3 km of existing settlements (in close proximity
to ensure residents can retain social ties) that can be used
for any shelter relocation or de-densification measures,
if necessary. Possible land should include sports facili-
ties, closed universities, military land, and even private
sector space. This additional land should also be identi-
fied for temporary emergency health care triage (includ-
ing temporary isolation centers to house families and
their contacts), and, in the long term, this land should be
considered for new, low-income housing.
(3) Immediate guarantee of payments to the poor.
Governments must provide new, additional finan-
cial supports directly to the urban poor to offset
any loss of employment and to support their health
[44]. These payments must compensate for the
impacts of any proposed COVID-19 prevention
measures, such as social distancing, that will elim-
inate day labor, employment as domestic servants
in higher-income neighborhoods, and the street
economies of urban slums. The payment amounts
should be negotiated at the local scale, but we
suggest a minimum of 3-month living wage salary
to the poor, which can cover food, rent, utilities,
and other basic needs [45]. Countries can find the
resources for these payments when the IMF,World
Bank, and bilateral lending institutions immediate-
ly end debt interest (and even principal) payments
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for all low-income countries and those with size-
able slum populations, as was recently called for at
the G-20 summit by Ethiopian Prime Minister
Abiy Ahmed and endorsed by the UN Economic
Commission for Africa [46, 47]. Private charities
and philanthropy, as well as individual donors,
should pool resources into a COVID-19
Emergency Financing Programme for these same
countries [45]. The slum dweller payments should
be given to all the urban poor, whether or not they
can “prove” they are homeless or live in an infor-
mal settlement [45]. The payments should, where
possible, use established electronic cash transfer
means and programs, like Jan Dhan, Aadhaar card,
and MNREGA (Mahatma Gandhi National Rural
Employment Guarantee Act) in India, m-Pesa in
Kenya, Prospera in Mexico, and Colombia’s
Familias en Acción and Bolsa Familia in Brazil
[48]. The goal should be universal access to pay-
ments for the urban poor, even if they are not part
of a formal program or have an electronic means
for disbursement [49].
(4) Immediate community health worker deployment.
Many urban informal settlement residents rely on
informal health providers as their first entry into
the health care system, either due to cost, trust, or
access issues [50]. This may be especially true for
such common ailments as fevers and coughs, two
early indicators of potential infection with novel
coronavirus. Informal providers and community
health workers may have the trust with local resi-
dents to also be able to identify those slum dwellers
at higher risk for COVID-19, such as those with
HIV, TB, and COPD [51]. We suggest incorporat-
ing, not ignoring, the informal providers into all
pandemic response plans in the urban slums [52].
Such providers could be key to early detection of
cases, and they along with community health
workers (CHWs) from each urban slum should be
trained to both protect themselves and others, such
as by helping detect symptoms and reporting to
relevant authorities [53, 54]. CHWs could ensure
that all adults age 55 or older and/or with chronic
medical conditions received verbal daily screening
for symptoms of fever, cough, and respiratory dis-
tress, while ensuring continuity of care for their
pre-existing conditions. Testing, screening, and
contact tracing for COVID-19 infections should
be prioritized and done by employing an “army”
of slum residents newly trained as CHWs. Youth
should be trained alongside CHWs, and together
they will be able to advise on which social media
platforms (i.e., WhatsApp, etc.) are useful for com-
munication and even contact tracing. Existing
apps, such as Ushahidi (https://www.ushahidi.
com/), should be freely available to act as a
platform for real-time options for communicating
when a person test positive and mapping where
they live and to inform potential contacts. CHWs
can also offer social supports to patients who test
positive for COVID-19 and their families, more
easily communicate with patients’ social networks,
and ensure the spaces in which they have been
living get disinfected. Employing local people
and youth as CHWs can also address discrimina-
tion and stigmatization that can come with a new
disease [55, 56].
(5) Immediately met Sphere Humanitarian standards
for water, sanitation, and hygiene [57] for all urban
informal settlements. Lack of water, sanitation, and
clean energy compromise all efforts for hygiene.
Community-based slum mapping exercises have
regularly shown that few urban slums, particularly
in sub-Saharan Africa, meet the minimal standards
for water access, toilets per person, sewers, and
drainage per household [58, 59]. We prefer
reaching standards for non-emergency situations,
but know that in the short term, very few slums will
be able to meet the WHO recommendations of 50 l
per person per day of potable water. Sharing of
water access points forces residents to spend hours
seeking and queuing for water, both of which ad-
versely impact health and economic status [ 60, 61].
Lack of these basic services can contribute to in-
creased violence and further spread of disease [62].
We recognize there is no one-size-fits-all for deliv-
ering these essential services [ 63], but governments
should explore immediately delivering water trucks,
sanitizing stations, and portable toilets.
Communities should be consulted, along with local
officials, and municipal and national policies should
be prepared to develop plans that provide clean
water and safe, hygienic, and dignified toilets on a
large scale, such as that of India’s Swachh Bharat
Abhiyan (SBA) or Clean India Mission [64].
(6) Immediate food assistance. Malnutrition and food
insecurity is endemic in many urban slums
throughout the world [65–68]. Urban slum
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dwellers rely on day wages to purchase food, and
street food vending is often a significant source of
calories and nutrition [69, 70]. Schools often provide
essential nutrition and meals for children living in
slums, and closing those institutions may deny chil-
dren access to their only consistent meals [71].
Providing produce and proteins for home cooking
may also not be adequate, especially if residents of
informal settlements are forced to cook inside their
structures. Indoor air pollution from cooking [72,
73] can contribute to respiratory infections, a leading
cause of morbidity and mortality in urban slums
[74]. WHO estimates 7 million people die every
year from ambient (outdoor) and household air pol-
lution, with nearly 90% of deaths occurring in low-
and middle-income countries [75]. During any
shelter-in-place strategies during the pandemic, safe
alternatives to air-polluting indoor cooking must be
made available [76]. Governments should support
existing CBOs, faith-based groups, and others that
may already be providing food support to the poor
and ensure they can deliver cookedmeals to all those
in the informal settlements and living on the streets.
Efforts should be made to ensure adequate nutrition-
al content, including protein, of all delivered food.
(7) Solid waste collection strategy. Governments must
develop a coordinated solid waste collection strat-
egy for all urban slums. Urban slums largely lack
municipal waste collection [77] so residents, youth
groups, and/or organized cartels often fill the void
[78]. [79]When households are forced to remain in
place, additional solid waste will be generated.
When refuse is removed, it is often landfilled near
other informal settlements, shifting the waste and
related disease burdens to another group of urban
informal settlements [80]. Solid waste recycling
can also be an income-generating activity for some
slum dwellers [ 81]. However, intermittent waste
collection in urban slums contributes to the regular
burning of waste and related unhealthy particulate
air pollution and dump sites that act as breeding
grounds for other disease vectors (i.e., mosquitos,
rats, etc.) that are known to make urban slum
dwellers susceptible to dengue, leptospirosis, and
other communicable diseases [82, 83]. A key les-
son from the Ebola outbreak [84] in 2014 was that
quarantines, which were used as a response mea-
sure in Guinea, Liberia, and Sierra Leone, resulted
in large waste disposal burdens that put an even
greater strain on the health of residents of informal
settlements.
(8) Immediate plan for mobility and health care. An
emergency risk plan that ensures access into and
out of the urban slum settlement for emergency
vehicles (ambulance, firefighting, etc.) for elderly
and disabled persons must be immediately devel-
oped [85]. Narrow lanes, steep slopes, river cross-
ings, and other natural and human-made barriers
can deny emergency vehicle access to urban slums.
Plans made with community residents should iden-
tify evacuation routes that are kept clear to ensure
those within the settlement that may get sick can
get to health care and that emergency services can
get into and out of the settlement in timely way.
Traveling between urban and rural settings is com-
mon for urban informal settlement residents, and
any COVID-19 control strategies must understand
these linkages to prevent urban-rural transmission.
Deploying mobile clinics should occur immediately
to support testing, diagnosis, and early treatment in
slums. Most urban slums lack formal health clinics that
can provide needed care to a large number of people,
and when clinics do exist, cost, distance, and mistreat-
ment by medics are barriers the poor face when seeking
care. As noted above, informal and unregulated health
care providers proliferate in slums. Mobile clinics can
more easily be outfitted with oxygen tanks, nasal can-
nulae, and oxygen facemasks, as well as other diagnos-
tic tools necessary for the treatment of COVID-19. The
mobile units should also be prepared to treat the most
common ailments in urban slums, which tend to be
diarrhea, upper respiratory infections, and injuries.
Large mobile teams of health professionals, doctors,
and nurses, with testing kits and, ideally, ventilators
and other equipment, could visit multiple slums in the
same day. These units could then be quickly deployed
wherever the number of reports seems to be growing the
fastest. The units will need clinicians skilled in intuba-
tion and ventilator support and other advanced life
support services. Governments will also need to
engage companies that supply advanced life sup-
port equipment to make sure such resources are
deployed to hospitals that serve the urban poor,
and hospitals, be they government, private, or
charity, must open up their intensive care units
(ICU) to patients from informal settlements.
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Conclusions
The informal settlements of the Global South are the
least prepared for the pandemic of COVID-19. The toll
it will take on lives and livelihoods will have immediate
and long-lasting effects. The response will need to in-
volve multiple actors that include national and local
governments, bilateral and multi-lateral international
agencies, CBOs, NGOs, and foundations. There will
be a need to provide necessary training, outreach, and
services to the residents of settlements where long-
standing trust has been developed. All proposed inter-
ventions must uphold human rights laws, since the
urban poor frequently experience violations of their
rights [86]. These resources are needed to address the
immediate critical needs of communities and to promote
social and economic resilience that extends beyond the
immediate crises.
Immediate multidisciplinary research is needed to
document how the most vulnerable are managing and
coping, to ensure interventions are reducing transmis-
sion and disease burdens, and to improve the social,
economic, and physical conditions of the urban poor.
Participatory research that captures social, cultural, eco-
nomic, ethnic, gender, and health impacts of all COVID-
19 responses is urgently needed [87]. This evidence, if
generated using multidisciplinary methods, can also
inform learning-by-doing, ensure interventions are ad-
justed as new data emerges about benefits and burdens,
and hold governments, donors, NGOs, and on-the-
ground practitioners accountable to the needs of the
urban poor.
Lessons have been learned from earlier pandemics
such as HIVand epidemics such as Ebola. They can be
applied here. At the same time, the opportunity exists for
public health, public administration, international aid,
NGOs, and community groups to innovate beyond di-
saster response and move toward long-term plans and
actions that improve the well-being of those who now
live in informal settlements.
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